Contexto: O divertículo de Meckel é a malformação congénita mais frequente do intestino delgado e deve-se ao encerramento incompleto do canal onfalomesentérico cerca da 8ª semana de gestação. Métodos: Apresentamos o caso de um doente de 51 anos de idade que recorre ao serviço de urgência por dor epigástrica, vómitos e distensão abdominal. Apresentava um quadro clínico de oclusão intestinal alta sem evidência na tomografia computorizada de causa mecânica para a oclusão. Foi proposta laparotomia exploradora. Resultados: Identificouse uma hérnia interna de intestino delgado em torno de um divertículo de Meckel gigante cuja ponta estava aderente ao mesentério devido a persistência de uma artéria divertículo-mesentérica. Realizámos resseção segmentar de intestino delgado, contendo o divertículo. A anatomia patológica foi compatível com divertículo de Meckel com 15 cm sem presença de mucosa heterotópi-ca. Discussão: A oclusão intestinal de Intestino Delgado devido a hérnia interna em torno de um divertículo de
Introduction
Meckel's diverticulum is a true diverticulum that arises from the antimesenteric border of the small bowel, and it is known by the "rule of twos" [1] , as its length and diameter usually do not exceed 5 cm (2 inches) and 2 cm, respectively, and in the vast majority of cases, it is located 60 cm (2 feet) from the ileocecal valve [2] . Moreover, most of them (53%) are diagnosed in the first 2 years of life, and the probability of becoming symptomatic decreases with age. Its incidence is about 2% according to autopsy reviews [3] , the male:female ratio is 2: 1, and only 2-4% become symptomatic [1] . The main clinical presentations are gastrointestinal bleeding, intestinal obstruction, and diverticulitis [1] .
In children, gastrointestinal bleeding is the most frequent clinical presentation [4] , mainly due to the presence of heterotopic acid-secreting gastric mucosa in the diverticulum, although pancreatic, jejunal, and endometrial mucosa can also be found in the diverticulum [5] .
In adults, intestinal obstruction is the most frequent clinical presentation [4, 6] , mainly due to intussusception or intestinal volvulus and rarely due to diverticulitis, diverticular torsion, or Littré's hernia (abdominal wall hernia that involves the Meckel's diverticulum).
With this clinical case, we present an even more unusual presentation of Meckel's diverticulum due to the presence of a mesodiverticular artery, also known as vitelline artery, coursing from the base of the mesentery to the diverticulum, under which the small bowel became entrapped and incarcerated [2] .
Clinical Case
A 51-year-old male with diabetes, dyslipidemia, and overweight presented to the Emergency Department due to abdominal distension, vomitus, and epigastric pain which had started 16 h before. He had no fever, no respiratory distress, and a normal 185 blood pressure (127/68 mm Hg) and heart rate (70 bpm). The abdomen had no palpable hernias, was distended with diffuse pain on palpation, and had no signs of peritonitis. There was a worsening of pain intensity despite prescribed analgesia. Rectal exam was normal and abdominal sounds were increased with metallic tones. Blood analyses (hemogram, amylase, lipase, cardiac enzymes, and C-reactive protein) were within normal values.
Abdominal X-ray ( Fig. 1 ) revealed small bowel with air fluid levels and paucity of gas in the colon, and abdominopelvic computed tomography showed an abrupt stop of the small bowel without a clear cause ( Fig. 2 ) .
Intravenous fluids were administered and a nasogastric tube was inserted with immediate drainage of stasis liquid. A median laparotomy was performed, as laparoscopy was not practicable. Operatory findings were an internal small bowel hernia ( Fig. 3 ) , which was reduced ( Fig. 4 ) , and a 15-cm long Meckel's diverticulum with the presence of a mesodiverticular artery, which was ligated ( Fig. 5 ) , followed by segmental small bowel resection including the diverticulum with a primary termino-terminal manual anastomosis. The pathologic findings revealed a Meckel's diverticulum with no heterotopic mucosa.
Discussion
Meckel's diverticulum results from the incomplete obliteration of the omphalomesenteric duct between the 5th and 7th week of gestation and is the most common anomaly (90%) resulting from this incomplete obliteration [7] , although it is a rare cause of small bowel obstruction in adulthood. Small bowel obstructions can be divided into 3 main groups [8] ( Table 1 ) .
Postoperatory adhesions are the main cause (60-85%) of small bowel obstruction, followed by neoplasms (20%) and hernias (10%) [9] .
Obstructions due to internal hernias represent only 5% of all obstructions caused by abdominal hernia [10] , as inguinal, umbilical, epigastric, incisional, femoral, and diaphragmatic hernias account for the remaining 95%. Internal hernias can result either from trauma/surgery (40%) or are due to congenital anomalies (60%). This last type results from the incomplete mesenteric fixation to the retroperitoneum during gestation, most of them are paraduodenal and are responsible for 1% of small bowel obstructions [9] . Therefore, the other group of internal hernias due to congenital anomalies (foramen of Winslow, supravesical, mesenteric, etc.) where the internal hernia is included due to the presence of a mesodiverticular artery, accounts for less than 1% of small bowel obstruction cases.
Despite the rarity of this kind of hernia, symptoms are similar to the vast majority of causes of small bowel obstruction: nausea, vomiting, abdominal distension, constipation, and abdominal pain refractory to painkillers [11] . The diagnosis is not only clinical but also confirmed by imaging exams [12] . Abdominal X-ray with air fluid levels in the small bowel and paucity of gas in the colon is very typical. According to the literature, abdominopelvic computed tomography has a 90-95% sensibility and a 96% specificity for small bowel obstruction, and in 95% of the cases, it provides not only information about the exact location and etiology of the obstruction, but also indirect signs of small bowel suffering [12] .
Enteroclysis is seldom used because of the prevalence of computed tomography. Although, when computed tomography is unavailable and when X-ray and clinical findings are nondiagnostic, enteroclysis can give diagnostic and prognostic information. If the contrast appears in the colon 6-24 h after the exam, treatment with medical therapy is highly possible [12] , with intravenous fluids and decompression with nasogastric tube. If there is no evidence of strangulated hernia or bowel suffering, two thirds will be cured medically. In the other one third, surgical therapy is mandatory [11] .
Conclusion
Small bowel obstruction due to an internal ileum hernia twisted around a giant Meckel's diverticulum with a mesodiverticular artery is very rare, and its diagnosis is challenging, requires a high level of suspicion, and it is only performed by exploratory surgery.
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